1. Introduction {#sec1}
===============

Child maltreatment (CM) is a global public health problem that, as our knowledge of the prevalence of abuse has increased, has received greater attention over the past five decades \[[@bib1]\]. Children exposed to emotional, physical, or sexual abuse and other adverse conditions are at much greater risk of various negative health outcomes in adulthood, including poor self-rated health, chronic disease, functional limitations, premature mortality, and poor mental health \[[@bib2]\]. It also increases the risk of further victimization as well as the perpetration of violence \[[@bib3]\]. According to a report by the UN Secretary General on violence on children, most children aged 0--14 years who have experienced violence experienced it in the home, with parents, caregivers, and other family members being the primary perpetrators. Globally, it is estimated that nearly 25% and 36% of children are exposed to physical and emotional abuse, respectively, while 20% of girls and 10% of boys are exposed to sexual abuse \[[@bib4]\]. Most countries do not have CM reporting systems, but since a considerable amount of the existing literature on CM originates in the United States and Europe, it is anticipated that CM is more prevalent in these countries \[[@bib5]\].

In the Gulf Cooperation Council (GCC) countries, research on CM is scarce; what research exists indicates that CM is common and underreported \[[@bib6]\]. For instance, in Bahrain, Al-Mahroos (2007) reported that among 150 children showing evidence of CM, 50 had been physically abused, 87 sexually abused, and 10 both physically and sexually abused \[[@bib7]\]. Al-Ateeqi, Shabani, & Abdulmalik (2002) examined 16 children in Kuwait known to have experienced CM between 1991 and 1998. Of these, 13 had been physically abused, two had been sexually abused, and one had experienced Munchausen\'s syndrome by proxy (MSP) \[[@bib8]\]. Koul et al. (2000) found five cases (3 males and 2 female, aged 1--11 years) of MSP in the Sultanate of Oman \[[@bib9]\]. A study conducted in the United Arab Emirates (UAE), which featured a cluster sample of 4,111 Emirati and resident children from private schools in all seven emirates, found that 6.5% of the children were abused at home, with the father being the primary perpetrator (32.7%). Furthermore, 12.3% of children were abused at school, with friends (48.3%) and teachers (29.4%) being the primary perpetrators \[[@bib10]\]. In the Kingdom of Saudi Arabia (KSA), the prevalence rates of the individual types of victimization (according to the ISPCAN Child Abuse Screening Tool -- Children\'s Home version) were as follows: psychological abuse, 65%; exposure to violence, 64%; neglect, 53%; physical abuse, 50%; and sexual abuse, 10% \[[@bib11]\].

The financial costs of CM for victims and society as a whole are substantial. Furthermore, actually treating the consequences of CM appears to be less effective and more costly than striving to prevent it \[[@bib12]\]. This has made CM prevention (CMP) a global health priority. CMP necessitates the development of safe, stable, and healthy relationships and environments for children and their parents/caregivers. Specifically, securing such relationships and environments can protect children against early adverse events, and are essential for ensuring their long-term physical and psychological well-being \[[@bib13]\].

The field of CMP has seen many advances recently. Of particular relevance is the participation of the National Family Safety Program (NFSP), in collaboration with the WHO, in a global research project investigating six countries, including the KSA, to obtain a better understanding of various countries' readiness to implement large-scale CMP programs. According to this project, capacity building; strengthening of material resources; and improving institutional links, collaborations, and attitudes toward CM were required for a country to be sufficiently ready in this regard. The project results showed that the KSA had moderate-to-fair readiness to implement large-scale CMP programs, based on the aforementioned factors \[[@bib14],[@bib15]\]. Despite these findings, the last 5 years has seen much improvement in overall knowledge and scientific data on CMP; legislation, mandates, and policies; and institutional links and resources. As such, a new report and re-evaluation of the situation in the KSA may be necessary.

According to GCC experts' opinions during preliminary discussions with field leaders, stakeholders, and site principal investigators, there is an overall lack of research on CM and CMP in GCC countries outside of the KSA. Accordingly, the NFSP is now collaborating with investigators from these other GCC countries to assess their level of readiness, share technical support, and implement large-scale evidence-based CMP programs at the regional level, based on their similar backgrounds and cultures. Such regional-level assessment and implementation will strengthen cooperation and coordination between policymakers, individuals, and organizations with regard to CM. Furthermore, it will provide recommendations and technical advice in service of the set objectives, and aid in the development of health strategies, policies, and systems that target health service development in GCC countries. Finally, it will promote the exchange of CM experiences with a view toward prevention, organization and harmonization of efforts, saving costs, and better allocation and utilization of resources.

The present study is an expansion of the work conducted in the KSA. The aim was to assess readiness for the implementation of large-scale evidence-based CMP programs in the GCC countries.

2. Materials and methods {#sec2}
========================

2.1. Participants {#sec2.1}
-----------------

This cross-sectional study was conducted in 2016 with key informants (n = 244) from the GCC countries. These key informants were individuals with some degree of influence and decision-making power over CMP, including policymakers, program planners, commissioners and implementers, high-level practitioners, and high-level civil servants with a strong interest in CM. They were selected from various types of organization within each country, such as health or social affairs ministries, NGOs, the regional offices of international organizations, and educational or research institutions. The key informants were selected using the selection matrix depicted in [Table 1](#tbl1){ref-type="table"}, which was created to ensure that key informants from all relevant organizations and sectors were included.Table 1Recommended distribution of the participants according to their affiliations.Table 1Type of organization%International-International organizations (e.g. UNICEF, WHO, etc.)5Government departments or ministries-Health, public health etc.-Social welfare, development, affairs, etc.-Education-Women and children-Justice, criminal justice, etc.35Civil society-NGOs-Community-based organizations, etc.25Research-Universities-Research institutes-Think tanks etc.15Leaders-Formal leaders in CM-Informal leaders in CM-CM Champions and patrons etc.10Politicians and law-makers-Parliamentarians-Party leaders-Lawyers and judges etc.10[^1]

2.2. Training the site investigators {#sec2.2}
------------------------------------

The NFSP, which is based in KSA, was the lead site for this study. The research team comprised site investigators and a group of researchers. The site investigators were mainly senior pediatricians and professionals from governmental agencies working in the field of child health. Each site investigator was responsible for the appropriate conduct of this study, acquiring the local ethical approval from his/her research institutions, recruiting data collectors, and ensuring the quality of the research data collected. When recruiting the data collectors, the site investigators focused on professionals working in child protection and who were familiar with the national and international organizations actively involved in combatting CM.

A workshop was conducted at the NFSP to recruit site investigators from the various GCC countries, introduce them to the study, discuss the study timeline, and train them on administering the questionnaire and gathering the data. Specifically, the workshop offered extensive details on the study objectives, methodology, interview techniques, data collection tool, accuracy of data, ethical considerations, and data transfer. Furthermore, the principal investigator (PI) visited each country during the inception phase in order to train the data collectors.

2.3. Procedure {#sec2.3}
--------------

After receiving the standardized training, the site investigators contacted potential participants by telephone and introduced them to the study. Participants received an explanation in terms of the nature of the study. Face-to-face interviews were conducted with all participants, usually at their workplace. Before beginning the interview, the data collectors presented endorsement letters to the participants that described the goals of the study and outlined its anonymous nature. Furthermore, they obtained written informed consent from each participant. Each interview took approximately 30 min to complete and no compensation was given for completing the interview. All completed questionnaires, along with the consent forms, were shipped to the main study site (i.e., the NFSP). The PI reviewed all completed questionnaires in order to verify the data before data entry. The scoring of the questionnaires, data entry, and statistical analysis were all conducted at the NFSP.

2.4. Measures {#sec2.4}
-------------

The Readiness Assessment for the Prevention of Child Maltreatment (RAP-CM) was developed by the WHO in five countries (Brazil, The Former Yugoslav Republic of Macedonia, Malaysia, Saudi Arabia, and South Africa) through a five-stage process \[[@bib15], [@bib16], [@bib17], [@bib18], [@bib19], [@bib20], [@bib21]\]. The RAP-CM is based on a model of readiness for CMP with 10 dimensions, each containing several items ([Table 2](#tbl2){ref-type="table"}): (1) attitudes toward CMP; (2) knowledge of CMP; (3) scientific data on CMP; (4) current program implementation and evaluation; (5) legislation, mandates, and policies; (6) will to address the problem; (7) institutional links and resources; (8) material resources; (9) human and technical resources; and (10) informal social resources \[[@bib22]\].Table 2The 10 dimensions and sub-dimensions of the RAP-CM.Table 2**Dimension 1: Attitudes toward CMP**1.1. The priority of CMP in the country1.2. Adequacy of CMP measures**Dimension 2:** Knowledge of CMP2.1. Main consequences of CM for the victim2.2. Main risk factors for CM**Dimension 3: Scientific data on CMP**3.1. Data on the magnitude and distribution of CM in the country3.2. Quality of these data**Dimension 4: Current program implementation and evaluation**4.1. List of present and past CM programs in the country**Dimension 5: Legislation, mandates, and policies**5.1. Governmental or nongovernmental agencies officially mandated with CMP in the country5.2. Official policies addressing CMP in the country**Dimension 6: Will to address the problem**6.1. Presence of committed political leaders to CMP and are taking effective measures to address the problem6.2. How intensive have communication efforts been concerning CMP**Dimension 7: Institutional links and resources**7.1. Institutions currently involved in CMP7.2. Partnerships, alliances, coalitions, or networks of institutions dedicated to CMP**Dimension 8: Material resources**8.1. Dedicated budget for the ministry of social welfare for CMP8.2. Dedicated budget for other ministries for CMP**Dimension 9: Human and technical resources**9.1. Adequate number of professionals in CMP for large scale implementation of CMP programs9.2. Availability of educational institutions which devote some of the curriculum to CMP**Dimension 10: Informal social resources**10.1. Level of citizens\' participation in addressing health and social problems in the country10.2. Level of joint efforts of citizens[^2]

There are two parallel versions of the RAP-CM based on the same 10-dimensional model---the long version (RAP-CM-I), which offers a full assessment, and the short version (RAP-CM-SV), which offers a rapid assessment. More specifically, the RAP-CM-I produces a detailed assessment of CMP readiness based on two sources of information: the views of key informants and those of a group of experts \[[@bib14]\]. The RAP-CM-SV, on the other hand, is administered to key informants only. In this study, we opted to use the short version (RAP-CM-SV), which has been shown to be highly correlated with the RAP-CM-I (with a correlation of 0.9 for the total scores and correlations ranging from 0.7 to 0.9 for the dimension scores). Their strong correlation indicates that we can easily compare our findings using the short version with previous findings using the long version \[[@bib22]\]. We added an additional open-ended question to the end of the tool to obtain informants' recommendations for improving the national readiness programs. This question was translated into Arabic (which all professionals in GCC countries speak) and then back-translated into English. As for the psychometric properties of the instrument, the factor structure and internal consistency reliability of the RAP-CM-I were explored and found to be acceptable.

2.5. Ethics {#sec2.5}
-----------

Candidates determined to be eligible to participate were fully informed about the study, their right to refuse or withdraw, and all procedures put in place to ensure the privacy of the interviews. They were asked (individually and separately) to review an informed consent statement before agreeing to participate in the study. Prior to providing their consent, they were again told the nature of the study and given more information on the types of question that they would be asked. Subsequently, the participants either signed or initialed the informed consent form.

In this study, all data comprised participants\' answers to a quantitative survey. Data were collected only for the purposes of this study, and were not used for other purposes. A number of steps were taken to protect participants\' confidentiality: (1) All project staff received ongoing supervision in areas related to ethical conduct, confidentiality protection, and other issues in human subject protection; (2) the survey forms did not contain participants' names, and instead were labeled with reconstructable personal alphanumeric identifiers; (3) all data were stored in a locked cabinet or designated computer with an access-limited locked hard drive at the NFSP; and (4) a hard copy of the information was stored in a locked cabinet that did not contain any other data.

Governmental bodies and nongovernment organizations (NGOs) dealing with CMP are expected to directly benefit from this study; by contrast, there were no direct benefits to participants. The study is expected to indirectly benefit health educators, social workers, research groups, and individual researchers. Participants did not experience any psychological distress or harm as a result of answering the interview questions.

2.6. Data analysis {#sec2.6}
------------------

All data were processed for analysis using SPSS Statistics 20 \[[@bib23]\]. We calculated the score (based on the RAP-CM-SV scoring system) for each question and dimension, and the total score of the 10 dimensions (reported on a scale of 100). Each dimension was then categorized based on the mean score (rated on a scale of 1--10): a mean score of five or higher represented high readiness, and a mean of under five indicated low readiness \[[@bib14]\]. We also compared dimension scores by country via a one-way analysis of variance (ANOVA), with Tukey\'s honestly significant difference test (HSD) as the post hoc test. The association between different countries and demographic characteristics (sex and organization type) was evaluated using a chi-square test. In addition, *p* values of \< .05 were considered significant.

3. Results {#sec3}
==========

3.1. Demographics of the participants {#sec3.1}
-------------------------------------

[Table 3](#tbl3){ref-type="table"} shows the demographic characteristics, organization types, and domains of the key informants. We observed statistically significant differences in several of the sample characteristics measured. For instance, in most of the countries, most key informants were female (*p* \< .01) and government employees (*p* \< .01).Table 3Demographics of the participants (n = 244).Table 3CountryGender N (%)^∗^Organization type N (%)^∗^MaleFemaleGovernmentalNon-governmentalPrivate (profit)International organizationUniversity/researchOtherBahrain14 (31.1)31 (68.9)27 (60.0)6 (13.3)2 (4.4)6 (13.3)3 (6.6)1 (2.2)Kuwait22 (48.9)23 (51.1)23 (51.1)7 (15.5)10 (22.2)--3 (6.6)2 (4.4)Oman13 (26.5)36 (73.4)27 (55.1)8 (16.3)1 (2.0)2 (4.0)3 (6.1)8 (16.3)KSA26 (43.3)34 (56.6)34 (56.6)11 (18.3)2 (3.3)2 (3.3)10 (16.6)1 (1.6)UAE13 (28.8)32 (71.1)27 (60.0)10 (22.2)--2 (4.4)5 (11.1)1 (2.2)[^3][^4]

3.2. Scores of different dimensions {#sec3.2}
-----------------------------------

The key informants gave a total mean readiness score of 47.8% (out of 100%) for the GCC countries to implement large-scale, evidence-based CMP programs ([Table 4](#tbl4){ref-type="table"}). Four of the dimensions (knowledge of CMP; legislation, mandates, and policies; institutional resources and links; and informal social resources) had high readiness scores (≥5), and six dimensions (attitudes towards CMP; scientific data on CMP; current program implementation and evaluation; will to address the problem; material resources; and human and technical resources) had low readiness scores (\<5; [Fig. 1](#fig1){ref-type="fig"}).Table 4Raw and mean scores on ten dimensions of the RAP-CM for Gulf Cooperation Council (GCC) countries.Table 4Raw scoreMean score on scale of 1--10Dimension 1: Attitudes towards child maltreatment prevention1.31/43.28Dimension 2: Knowledge of child maltreatment prevention2.74/46.86Dimension 3: Scientific data on child maltreatment prevention1.43/43.58Dimension 4: Current program implementation and evaluation1.79/44.48Dimension 5: Legislation, mandates, and policies3.26/48.16Dimension 6: Will to address the problem1.83/44.58Dimension 7: Institutional resources and links2.37/45.94Dimension 8: Material resources1.65/44.13Dimension 9: Human and technical resources0.75/41.88Dimension 10: Informal social resources (non-institutional)2.00/45.00Total score19.13/4047.83Fig. 1Mean dimension scores (on a scale of 1--10) of the RAP-CM for Gulf Cooperation Council (GCC) countries.Fig. 1

3.3. Participants' responses to RAP-CM and mean total scores, mean dimension scores, and ranking by country {#sec3.3}
-----------------------------------------------------------------------------------------------------------

[Table 5](#tbl5){ref-type="table"} and [Fig. 2](#fig2){ref-type="fig"} show the mean total scores, mean dimension scores, and ranking (in terms of readiness) for each country. Regarding dimension 1 (attitudes towards CMP), most of the key informants seemed to consider CMP as moderate to low priority when compared to other health and social problems. However, key informants in the UAE reported high readiness scores for this dimension. A one-way ANOVA \[F (4, 239) = 11.39, (*p* \< .001)\] followed by Tukey\'s HSD indicated that the mean score of the UAE in this dimension was significantly higher than were those for all other countries.Table 5Mean total scores, mean dimension scores, and ranking by country.Table 5Dim. 1: AttitudesDim. 2: KnowledgeDim. 3: Scientific dataDim. 4: Program implementationDim. 5: LegislationDim. 6: Will to addressDim. 7: Institutional linksDim. 8: Material resourcesDim. 9: Human and technical resourcesDim. 10: Informal social resourcesTotal score (max. 100)RankBahrain3.277.224.504.507.883.835.223.831.225.1646.554Kuwait1.946.222.442.446.613.004.943.942.055.7239.175Oman2.907.553.065.109.085.356.123.462.445.1550.172KSA2.837.043.755.168.294.375.794.831.663.7547.403UAE5.446.274.165.228.946.337.614.612.055.0555.601Mean3.286.863.584.488.164.585.944.131.885.00ANOVA*F*11.393.885.607.085.969.786.304.093.282.769.54*p*\<0.001\<0.01\<0.001\<0.001\<0.001\<0.001\<0.001\<0.01\<0.05\<0.05\<0.001Tukey HSD post hoc test (p \< .05)UAE \> Bh, Ku, Om, KSABh \> UAE Om \> UAEKu \< Bh, KSA, UAE Bh \> OmKu \< Om, KSA, UAEKu \< Om, KSA, UAEUAE \> Bh, Ku, KSA Om \> KuUAE \> Bh, Ku, KSAKu \< KSA, UAEOm \> BhKu \> KSAUAE \> Bh, Ku, KSA[^5]Fig. 2Mean scores (scale of 1--10) of each dimension among all participants by country.Fig. 2

As for dimension 2 (knowledge of CMP), when the key informants were asked about the main risk factors for CM, 100% in Bahrain and Kuwait were able to report 1--5 different risk factors; slightly fewer were able to provide risk factors in the KSA (98.4%), Oman (98%), and UAE (97.8%). Key informants in all countries had high readiness scores in this dimension.

Notably, for dimension 3 (scientific data on CMP), the majority of the key informants reported that either the data quality was poor or that they did not know about the availability of data on the magnitude and distribution of CM. In general, all countries reported low readiness scores for this dimension.

In regards to dimension 4 (current program implementation and evaluation), the majority of key informants in all countries could list a maximum of 3 programs when asked to list the names of CM programs that they knew were currently operating or had operated in the past. In this dimension, Kuwait\'s mean readiness score was significantly lower than were those of the other countries (*p* \< .05).

All countries reported high readiness scores in dimension 5 (legislation, mandates, and policies). Most key informants reported that there were governmental or nongovernmental agencies officially charged with CMP. Similar results were found in all countries regarding official policies that specifically address CMP.

In dimension 6 (will to address the problem), more than half of the key informants in Oman and UAE reported that there were political leaders who expressed strong commitment to CMP and were taking effective measures to address CM. In contrast, less than a quarter of the key informants in Bahrain and Kuwait reported the existence of such leaders.

Regarding dimension 7 (institutional links and resources), the majority of key informants could list 1--5 or more institutions currently involved in the CMP. UAE\'s mean score in this domain was significantly higher than were the scores of Bahrain, Kuwait, and KSA (*p* \< .05).

Low readiness scores were reported in all countries for both dimension 8 (material resources) and dimension 9 (human and technical resources). For dimension 8, the majority of informants reported that either did not know whether there was a dedicated budget in the ministry of social welfare for CMP, or reported that there was no such budget. As for dimension 9, when the key informants were asked if the number of professionals specializing in CMP was adequate for the large-scale implementation of CMP programs, most reported in the negative: these resources were either inadequate or nonexistent.

Finally, in dimension 10 (informal social resources), most of the key informants reported that the level of citizen participation in addressing various health and social problems was moderate to high. All countries except the KSA reported high readiness scores.

4. Discussion {#sec4}
=============

To the best of our knowledge, this study is the first to examine readiness for the implementation of large-scale evidence-based CMP programs in the GCC countries. Our analysis of the mean dimension scores in each country produced three major findings. First, three of the dimensions (knowledge of CMP; legislation, mandates, and policies; and informal social resources) had high scores consistently across the countries. Second, four dimensions (attitudes towards CMP; scientific data on CMP; material resources; and human and technical resources) had low scores across the countries. Finally, three dimensions (current program implementation and evaluation; will to address the problem; and institutional resources and links) had mixed scores across the countries.

4.1. Dimensions with overall high scores {#sec4.1}
----------------------------------------

### 4.1.1. Dimension 2 (knowledge of CMP) {#sec4.1.1}

High scores on the knowledge of CMP dimension indicated that key informants were aware of the consequences of CM and its underlying risk factors. This high score is most likely the result of increased awareness of CM among professionals, as a result of various formal and informal educational activities in each of the countries. However, this did not appear to have been reflected in informants' scores on attitudes towards CMP, which were consistently low across the countries; furthermore, most key informants believed that CMP has a moderate to low priority compared to other health and social problems. This calls for the need to focus specifically on the need for CMP and evidence-based programs in any future formal and informal education programs.

### 4.1.2. Dimension 5 (legislation, mandates, and policies) {#sec4.1.2}

This dimension exhibited a remarkably high score in all countries. We expect this finding to be mainly due to the enactment of child protection laws, which are considered a milestone in the CMP field. These laws are local translations of the United Nations Convention on the Rights of the Child (CRC), a treaty defining CM and deviant behaviors among children; the right of the child to be protected; prohibitions relating to the protection of the child and the responsibilities towards him/her; and the mandatory reporting of cases of maltreatment and the penalties of violating the law. These laws define the rights of every child, regardless of nationality, race, and religion, and are meant to ensure equality, care, and protection from all forms of maltreatment. Other relevant laws include laws of protection from abuse, which stipulate methods of protection from maltreatment through assistance and treatment; the provision of shelter and social welfare; various psychological, health-related, and regulatory requirements; and the necessary legal procedures to question and punish offenders.

### 4.1.3. Dimension 10 (informal social resources) {#sec4.1.3}

The findings for this dimension indicate that people are generally motivated to volunteer in social service programs and want to include them as part of training and development. This finding is perhaps a reflection of the inputs of various ministries in CMP and the active roles of NGOs in the country. Indeed, NGOs have always been at the forefront of advocating for child rights and CMP. In the KSA, the informal social resources score might be improved by enhancing inter-sectoral collaboration for preventing and combating CM, as well as by increasing the number and power of NGOs focused on children\'s rights.

4.2. Dimensions with overall low scores {#sec4.2}
---------------------------------------

### 4.2.1. Dimension 1 (attitudes towards CMP) {#sec4.2.1}

Our results clearly indicate that professionals are not satisfied with the level of commitment and efforts directed toward addressing CMP in their country in diverse sectors (both governmental and nongovernmental). This finding possibly reflects the expectations of professionals working in this field, who might set a high benchmark for the quality of CMP services. In addition, there is widespread belief among professionals that CMP is not as much of a priority as other health problems such as obesity, diabetes, and heart disease. However, in the UAE, both the government and various leaders appear to strongly believe in the importance of supporting social issues for future generations, such as by allocating higher budgets and encouraging the development of more partnerships and programs to tackle this issue. These beliefs likely influenced informants' attitudes towards CM and whether they prioritized it over other health issues.

Overall, the findings concerning attitudes towards CMP are not conducive to the implementation of large-scale CMP programs. We suggest devising media campaigns emphasizing the seriousness and urgency of CM to policymakers and law enforcement agencies. Potentially, this could improve their attitudes towards the problem.

### 4.2.2. Dimension 3 (scientific data on CMP) {#sec4.2.2}

The lack of reliable national data on CM has a direct impact on all the other dimensions---in particular, it hinders knowledge production and policy development. Obtaining these data is a key determinant for realizing the extent of the issue and allocating resources to the implementation of CMP. We think that a particularly pressing need is for national surveys to identify the prevalence of all forms of CM and to assess its risk factors and consequences.

In the KSA, despite the magnitude of the problem, research on CM is still in its early stages. Professionals are now more aware of the importance of conducting research that abides by best practices in terms of method selection, research design, and reporting of results to both the academic community and decision-makers. Although population-based studies and research are scarce in the KSA, many research institutes are conducting small-scale studies measuring the prevalence of CM or examining the characteristics of CM cases. Established data collection systems are also in place, with many governmental institutions beginning to collect their own data and developing their own CM databases.

In Oman and Kuwait, on the other hand, many key informants did not appear to be aware of a nationwide registry of CM data. Furthermore, the cooperation of all sectors interested in CMP in collecting relevant data has not been fully implemented yet, which adds more challenges.

#### 4.2.2.1. Dimension 8 (material resources) {#sec4.2.2.1}

Interestingly, the majority of the key informants did not believe that the Ministry of Social Welfare or any other ministries had a dedicated budget for CMP, or did not know the situation. The availability of material resources and specific budgets for CMP is of primary importance for every government to show improvements in the CM field. This dimension was considered one of the most critical because it has a strong influence on other dimensions, such as current program implementation and evaluation and supporting institutional links. Social welfare typically plays a major role in supporting CMP programs, and the lack of a relevant budget makes it difficult to implement community-wide CMP programs. This dimension could be improved by coordinating with the government to allocate a fixed and specific budget for preventing and combatting CM.

### 4.2.3. Dimension 9 (human and technical resources) {#sec4.2.3}

The low scores in this dimension may be partly explained by the fact that nationwide CMP programs are, in general, a relatively new concept, and that professional training to support child protection and prevention has only started in the last few years. The vast majority of the key informants reported that the number of professionals specializing in CM was inadequate or nonexistent, or simply did not know about the status of such professions; a few described it as "neither adequate nor inadequate." Furthermore, most reported being unaware of any program or believed that there are no undergraduate or postgraduate educational institutions that devote some of their curriculum to CMP. Specialized expertise can be developed in these countries by providing interdisciplinary training programs focused on in-service training or graduate and postgraduate education in the identification and management of CM cases, as well as by encouraging young scientists to conduct research on CM.

4.3. Dimensions with mixed scores {#sec4.3}
---------------------------------

### 4.3.1. Dimension 4 (current program implementation and evaluation) and dimension 7 (institutional resources and links) {#sec4.3.1}

Several countries showed high scores for both dimension 4 and dimension 7, which are closely linked. Governmental and non-governmental institutions in several countries have begun addressing the problem of CM through the initiation and operation of various awareness and advocacy activities. Indeed, in the past few years, the child protection sector has seen major improvements, particularly in terms of the implementation of CMP programs. In Oman, for instance, the Ministry of Social Development (MOSD) launched child protection committees with representatives from different governmental and nongovernmental institutions, thereby enhancing the links between these institutions \[[@bib24]\].

In addition, in the KSA in 2013, the NFSP initiated the "shaken baby syndrome" prevention program, which was then adopted by the Ministry of Health (MOH) to be applied in all hospitals in the country. Furthermore, in 2015, the NFSP began an anti-bullying program that aimed to spread awareness of the negative consequences of bullying among children and adolescents. The bullying program was then adopted by the Ministry of Education (MOE) to be applied in all schools in the KSA.

In the UAE, the "Aqdar" program was established to help children develop personal skills, prevent crimes, raise families' awareness about health and safety issues such as cyber bullying and threats to children through exposure to inappropriate content. Aqdar (2015) is an exceptional example of an effective partnership because it was implemented by the Ministry of the Interior (MOI) on a large scale in partnership with many other institutions \[[@bib25]\]. Moreover, the Supreme Council for Motherhood and Childhood (SCMC) developed a program in collaboration with UNICEF and the MOE to protect children in the UAE from bullying \[[@bib26]\].

Some of the countries---Bahrain and Kuwait had low scores in these dimensions. The programs available in these countries mainly take the form of campaigns and small-scale workshops, which are ineffective or insufficient to address CMP as a whole. These programs might also be done sporadically or in an ad hoc manner, as opposed to being well-planned, well-resourced national programs. Furthermore, none of these programs have been evaluated for effectiveness. The development and implementation of large-scale programs is needed to demonstrate tangible improvements in CMP. In addition, an adequate number of staff should be trained, coupled with the provision of adequate resources, which many key informants considered inadequate for the implementation of large-scale CMP programs. Building the capacity of stakeholders, educating the public, ensuring closed communication between relevant groups, cultivating proper team work, and allowing for sufficient transparency to build an early culture for this national priority are all good moves towards improving CMP.

### 4.3.2. Dimension 6 (will to address the problem) {#sec4.3.2}

Besides providing sufficient financial support to social issues, the UAE scored high on dimension 6, with key informants noting that there are many influential national figures and political leaders who express a commitment to facing CM, such as by approving the child protection law, promoting human development through investment in education, and building knowledge capacity to cultivate future leaders in both the public and private sectors \[[@bib27]\]. It has also established various bodies focusing on CMP, such as the Social Support Centers, Centers for Rehabilitation and Employment of People with Special Needs, and the MOI\'s Child Protection Center \[[@bib28]\].

In contrast, the majority of the key informants in Bahrain, Kuwait, and KSA did not know if there were political leaders expressing a strong commitment to CMP, or believed that no such leaders existed. This finding is perhaps due to the fact that rather few influential national figures (including politicians, decision-makers, and legislators) actually have the will to fight CM or become champions of the cause. It is important to mention that having a desire to address the problem might have a major impact on the other dimensions, particularly the human and technical resources dimension and the material resources dimension. Striving to engage political leaders who champion CMP efforts requires intensive, delicate advocacy work from professionals in the field, with a focus on delivering concise and convincing messages about the impact of CM on children, their communities, and overall economic burdens to society. These countries' will to address CMP could be enhanced by engaging more influential national figures to advocate for child rights and the fight against CM. Such activities might influence the government and result in the allocation of more funds to this issue.

5. Conclusion {#sec5}
=============

GCC countries overall have moderate-to-fair readiness to implement large-scale evidence-based CMP programs. Strengthening several dimensions is necessary to improve these countries' readiness to implement such programs. Particularly, we advise that public education campaigns be launched in order to raise awareness of the seriousness of CM and its prevention. National surveys should also be carried out to assess the magnitude of CM in the GCC countries. Finally, specifically tailored and evidence-based CMP programs should be implemented at the national level towards different target groups, including children, caregivers at risk, and the general population.
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[^1]: CM = child maltreatment; NGO = nongovernmental organization; UNICEF = United Nations Children\'s Emergency Fund; WHO = World Health Organization.

[^2]: CMP = child maltreatment prevention; CM = child maltreatment.

[^3]: KSA = Kingdom of Saudi Arabia; UAE = United Arab Emirates.

[^4]: \**p* \< .05.

[^5]: Bh = Bahrain; Ku = Kuwait; Om = Oman; KSA = Kingdom of Saudi Arabia; UAE = United Arab Emirat
